Study Objectives: High-fidelity simulation (HF-SIM) has been used extensively in medical education and quality improvement; however, its role in protocol training for large clinical research trials is not well described. We sought to utilize HF-SIM for protocol training for a large multicenter clinical trial in order to standardize training and identify potential protocol violations (PPVs) or study-related latent risk threats (LRTs) prior to enrolling patients in the Hyperbaric Oxygen Brain Injury Treatment (HOBIT) Trial. LRTs are elements of the health care system that make patient care errors more likely. In addition to having over a dozen study sites, the enrollment and treatment protocols for the HOBIT trial are complex, including interdisciplinary critical care transfers between multiple units and patient care areas. This makes a standardized approach to protocol training critical to success.
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Methods: This was a feasibility study of the use of HF-SIM for standardized protocol training in a large, multicenter study. Prior to onboarding individual study sites, 4 HF-SIM patient care scenarios were developed and run in active patient care areas at the primary study site.
The scenarios included: 1) a standard, uncomplicated enrollment process with patient transport through all clinical areas, 2) a ventilator circuit kinking during transport requiring troubleshooting, 3) a pneumothorax during HBO therapy requiring urgent decompression, and 4) a ventilator disconnection during HBO therapy, requiring emergent decompression.
The scenarios were thought to represent conditions most likely to result in PPVs or LRTs. After each scenario, PPVs and LRTs discovered during the scenario were documented. The primary site's HF-SIMs were video recorded as examples, and all other participating sites were required to watch the scenarios and reproduce 2 HF-SIM cases at their individual institutions, including one uncomplicated enrollment case and one complication case. Individual sites were required to submit a recorded video of their simulations and a tracking document that listed any PPVs or LRTs discovered, along with potential solutions, in order to determine site readiness for active enrollment of patients. The PPVs and LRTs discovered were coded by 2 independent raters. Items lacking initial agreement were discussed and subsequently agreed upon.
Results: Use of HF-SIM was feasible for protocol training at the initial 2 study sites, as both had in-house simulation centers. One center was forced to run a portion of their scenario in the simulation center instead of the ICU due to hospital census, but was able to run the remainder of their HF-SIMs in patient care areas. No other financial or logistical barriers were reported.
Aggregate data from these sites reveals that 34 unique PPVs or LRTs were discovered. Themes included: need for additional medical training n¼7 (20.6%), protocol clarifications n¼4 (11.8%), equipment issues n¼8 (23.5%), and systems issues n¼15 (44.1%). Some issues were found in multiple care areas, but only included once in the analysis.
Conclusions: HF-SIM can be used as part of a standardized protocol training program for clinical trials. The use of HF-SIM identified multiple training and process deficiencies prior to enrolling patients, and could lead to decreased protocol violations as well as decreased patient safety threats during the actual study period. Study Objectives: Simulation has become a standard pedagogy for training emergency medicine providers by offering the opportunity to deliberately practice procedural skills and prepare for low frequency, life-threatening clinical events. Resuscitative hysterotomy is perhaps the most daunting and infrequently performed procedure in the emergency department (ED). Given the paucity of clinical exposure to this intervention, resuscitative hysterotomy is an ideal candidate for simulationmediated deliberate practice. To date, there are only a few resuscitative hysterotomy task-trainers available for training; further complicated by costly components and maintenance fees. To address this problem, the authors: 1) developed a homegrown, hybrid, high-fidelity, tissue-based simulation task trainer that can easily insert into any childbirth task-trainer to enhance procedural training of resuscitative hysterotomies; and 2) tested the feasibility of using this simulation model for hands-on, rapid cycle training with emergency medicine residents.
Methods: Two high-fidelity, tissue-based task-trainer models were constructed and tested on a convenience sample of 14 emergency medicine residents. The simulated human placenta, bladder and uterus were constructed through the use of porcine skin, stomach, and a squid mantle, and secured in place with nylon sutures. The amniotic sac was constructed with a transparent plastic bag that contained a flexible Sim Baby and filled with warm water (ie, amniotic fluid) through a Foley catheter. Each model was placed into a Guamard S500 Childbirth Simulator with an overlying porcine belly to simulate a gravid abdomen. Each model required <1 hour for assembly. Emergent hysterotomy was first demonstrated by the EM faculty facilitator and followed by hands-on deliberate practice. Formal quantitative and qualitative feedback were solicited at the end using a previously validated survey for low-fidelity resuscitative hysterotomy.
Results: Quantitative evaluation of the simulated training session was extracted through a 5-item questionnaire using a 5-point Likert-type scale. The response rate was 100% from participants (5 PGY-1 residents, 6 PGY-2s, 3 PGY-3s). Conclusions: Resuscitative hysterotomy is a high-stakes, low-frequency procedure that demands provider practice and confidence. Review of procedural steps, indications, and materials needed is imperative to the success of this procedure in pregnant patients in extremis. Our hybrid, tissue-based hysterotomy model represents a feasible opportunity for training. The model is cost conscious, easily reproducible, and portable, and allows for ample deliberate practice of the procedure. Study Objectives: In recent years, push-dose vasopressors (PDP) utilization has increased amongst providers in the emergency department (ED). In theory, PDPs are faster to prepare, compared to vasopressor drips, therefore being able to increase a patient's blood pressure to promote organ perfusion faster. The time to preparation of PDPs has yet to be described, as there are few studies looking at the benefit and utility of this therapy as a whole. This study was intended to provide a time comparison for the preparation of PDP to the time for preparation of continuous infusion vasopressors.
Methods: Study participants included medical residents, physicians, nurses and pharmacists in the ED. Study participants were given instructions to prepare 3
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